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The epidemiological profile of Mozambique is characterized by infectious diseases that are closely related to poverty and other socio-economic factors prevailing in the country [1] . The major causes of morbidity and mortality are malaria, HIV/AIDS, tuberculosis, respiratory diseases, diarrheal disease, measles, and meningitis [1, 2] . The country is vulnerable to natural disasters (e.g cyclones, floods) and frequent outbreaks of infectious diseases.
Outbreaks of cholera and other epidemic diseases recur every year [3, 4] . Currently, the country is facing a demographic transition, with non-communicable diseases increasing in frequency, adding pressure on the health system [2] . The epidemiological surveillance system was first established by the Mozambican Ministry of Health in 1979 and underwent revisions in 1985 and 2005 [1] . There were two assessments of the surveillance system, one in 2001 and the other in 2006. Among the identified constraints of the surveillance system was the lack of human resource capacity of health personnel for disease surveillance, reporting, data management, public health preparedness and response [1, 5] . Timely response to infectious disease outbreaks still challenges the National Health System [1] . In addition, there is an insufficient number of qualified public health professionals and they are not equitably distributed throughout the country [1, 2, 5] . Several additional courses were conducted in subsequent years (Table 1 ). In general, selection of the participants in the course is the responsibility of each Provincial Health Directorate (DPS). The course generally has 20-25 participants and a duration of two weeks, except for the first two short courses that were three months duration with a field work component and mentorship. In the first four short courses, the participants came from several provinces and the course was held at the central level (Maputo City). However, the approach was changed during the fifth course, where the training was held in each province and with only participants of that province (Table 1 ). In addition to reducing the costs of the course, this also allowed course content to be more 
Tables

